Pyrexia of undetermined origin in advanced HIV disease C M Tang, C P Conlon, R F Miller Case report (Dr C Tang) A 60 year old HIV-1 antibody positive homosexual white man was admitted to hospital in June 1995 for investigation of fever, weight loss and neutropenia. He (fig 2) but it was unclear whether this was due to the extraction or the imipenem and netilmicin. Computed tomography (CT) of the thorax was performed ( fig  3) . This showed multiple pulmonary nodules some of which had shaggy incomplete haloes adjacent to them. Fissural nodularity and distortion was noted. Within the right middle lobe and lingula the abnormalities had a bronchovascular distribution. Of note there was no hilar or mediastinal lymphadenopathy and no pleural effusions. Within the parenchyma there was no evidence of ground glass shadowing. The CT abnormalities were felt unlikely to be due to P carinii pneumonia or to CMV pneumonitis. He remained neutropenic so on day 12 a bone marrow aspirate and trephine were performed. This showed reduced erythroid activity and some dysplastic cells were seen. These changes were ascribed to HIV infection. On day 14 9 Moving now to this case there is a wide dif- (fig 1) and CT scan (fig 3) these both show coarse reticulonodular infiltrates; in places this has a bronchovascular distribution, with multiple pulmonary nodules. Adjacent to some of these nodules there is a shaggy "halo" which differs from the more confluent "halo" appearance seen in aspergillus infection. Another important abnormality to note is that of fissural distortion and fissural nodularity, this finding is pathognomonic for pulmonary Kaposi's sarcoma. I note that there is no "ground glass" shadowing which makes P carinii pneumonia and CMV pneumonitis unlikely. The This patient has serological evidence of past CMV infection. Up to 90% of homosexual HIV infected men are known to intermittently shed CMV in urine, semen, blood and respira- 
